Why accredit doctors?
This question needs to be answered in any serious discussion of accreditation. Why should doctors need to be accredited, when in most countries they are doubly selected, firstly by stringent entry criteria and, secondly, by survival of one of the longest training periods and some of the most rigorous higher qualifications?
There are at least four answers. Firstly, the special importance of medicine and its involvement with life and death; medicine is one of the oldest professions and, with Fourthly, the revolution of attitudes in education generally and medical education in particular has led to a complete reversal of the nineteenth century approach of planning to produce a "safe doctor," through a formal final examination, which would equip a practitioner for a lifetime of practice. Following the General Medical Council's view2 education is seen as a continuing requirement throughout a professional lifetime. The final qualifying examination has thus become a ticket into higher professional education.
These reasons, separately and together, lead towards the need for higher education, and higher education leads to the idea of approved or "accredited" competencies' and for the doctor completing the programme to have some recognition or "accreditation."
What is the purpose of accreditation? The aims of accreditation are to ensure that the places in which practice and learning take place are fully satisfactory and appropriate for the purpose and that the doctor, when accredited, is fully competent for the tasks which he or she may have to undertake.
How to accredit individual doctors There are two main approaches to accreditation: knowledge based (norm based) and performance based approaches.
KNOWLEDGE BASED APPROACH
The knowledge based approach starts with the assumption that certain knowledge is required for the job and then sets out to test it. The knowledge is derived from examiners or experts and is essentially norm based, and this approach has the advantage that lack of knowledge can reasonably be assumed to preclude its application. Tests The logic of management participation rests on the scale of the resources in use and on the need for managers too to be involved and to be seen to be involved with quality. However, managerial control of doctors by managers is as illogical as medical control of managers. What is needed is a partnership of skills, and it is likely that the separation of contractual audit from educational audit (Royal College of General Practitioners, unpublished) will give both managers and the professions their own territory and responsibility.
The participation of other specialties is increasing. Educationalists, especially psychometricians, can bring important skills to the assessment process and can contribute greatly to technical issues of assessment such as reliability and validity.
Accreditation by medical organizations General practice, or family medicine, has played an important part in the accreditation process and tradition and in developing quality assurance world wide.
In establishing higher examinations specialist medicine led the way; indeed, the development of specialties and specialisms was intimately associated with the development of further or higher examinations. The Royal College of Surgeons of England, for example, after great debate, introduced an examination for its fellowship in 1843. The generalist colleges and associations came about 100 years later, the first being formed in the United States in 1947 as the American Academy of Family Physicians. The first college for medical generalists in Europe was the Royal College of General Practitioners in 1952. The first British formal examination in general practice for membership of that college was introduced in 1965, also after great debate.
Four years after this achievement the medical generalists in the United States introduced the first compulsory reassessment in the world for the certificate of the American Board of Family Practice. All the certificates which it ever issued were time limited (seven years the practice. '6 In the United Kingdom the question was where and when would the first proposal for individual clinicians' accreditation come. In July 1989 the Royal College of General Practitioners introduced its fellowship by assessment system, by which members of the college of five years' standing who were in clinical practice were given the chance to obtain the college's highest grade of membership through a new system which entailed meeting stringent standards in the doctor's own practice, which were all based on the quality of care of patients. The criteria were all agreed in advance, each is essential, and they were published with the research basis for them. ' The pace is quickening, and the topic of accreditation looks certain to remain of interest throughout the 1990s.
